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Abstract 
Objective 
To report on a theory to explain the oral health of older people over the life course.  
Background 
The study of ageing has burgeoned into a complex interdisciplinary field of research, yet, there are 
few studies in oral health from the perspective of older people that bridge the gap between sociology 
and oral health related research.  
Methods 
A grounded theory study involving a convenience sample of 15 men and 28 women aged between 65 
and 91 years across different levels of education. Data were subjected to grounded theory analysis 
using QSR NVivo 11.0 and where relevant phenomenological theory. 
Results 
WĂƌƚŝĐŝƉĂŶƚƐĐŽŶĐĞŝǀĞĚŽƌĂůĐĂƌĞĂƐĂůŝĨĞĐŽƵƌƐĞƉƌŽũĞĐƚƚŚĂƚƌĞƐƵůƚĞĚĨƌŽŵĂŶĂĐƚŝǀĞƉůĂŶƚŽŬĞĞƉŽŶĞ ?Ɛ
teeth into older age. This involved accessing the social world of dentistry, holding appropriate values, 
understanding the associated personality types, social practices, goals and outcomes. The life course 
project is a social project supported by social institutions. It involves ideas about appropriate ageing 
including how oral health is to be managed at different stages in the life course. The degree to which 
individuals are able to participate in this project is determined by both individual and social factors. 
Conclusions 
The theory explains why the loss of a single tooth might be experienced as traumatic but also why 
older people adapt to ƚŚĞŝƌ ĐŚĂŶŐŝŶŐŽƌĂůŚĞĂůƚŚ ?KƌĂůŚĞĂůƚŚ ŝŶŽůĚĞƌĂŐĞ ƌĞƉƌĞƐĞŶƚĞĚĂ ůŝĨĞƚŝŵĞ ?Ɛ
investment in oral care. Future health policies should consider this lifetime investment when 
considering care for older people. 
 
Keywords: life course, grounded theory, ageing, phenomenology,  
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Introduction 
dŚŝƐ ƉĂƉĞƌ ŝŶƚƌŽĚƵĐĞƐ Ă ŐƌŽƵŶĚĞĚ ƚŚĞŽƌǇ ƐƚƵĚǇ ŽĨ ŽůĚĞƌ ƉĞŽƉůĞ ?Ɛ ŶĂƌƌĂƚŝǀĞƐ ĂďŽƵƚ ŽƌĂů ŚĞĂůƚŚ
throughout their lifetimes. The theory builds on existing work on the life course in sociology and dental 
epidemiology and has the potĞŶƚŝĂůƚŽ ‘ďƌŝĚŐĞƚŚĞŐĂƉ ?1 between them. It is also important because it 
exposes aspects of oral care through the life course that warrant further research. In the next section 
we provide an introduction to the life course approach in sociology before going on to provide a brief 
overview of existing work on the life course in oral health research. After this we introduce the study 
that underpins this research. 
The life course approach 
The concept of the life course developed between the two world wars when Thomas and Znaniecki 2 
alongside Mannheim 3 proposed that we study the concept of the generation as a mechanism of social 
change. The concept was eventually coined by Slotkin 4, although other work that predates the exact 
phrase was obviously talking about the same thing. For example, Charlotte Bühler in psychology 
ĚŝƐĐƵƐƐĞĚƚŚĞ ‘ĐŽƵƌƐĞŽĨůŝĨĞ ?ĂƐĞĂƌůǇĂƐ ? ? ? ?5. Kohli 6,7 discusses different mechanisms through which 
changes in the life course might affect life course outcomes, including how the life course has been 
differentiated into specific institutional spheres and how this impacts on outcomes. This can also 
involve looking at how different cohort experiences shape life course outcomes 8.  
Whilst the study of the life course is entangled with social gerontology and ageing studies 9-11 the 
specific study of the life course can involve: 
a) Exploring changes in human lives in terms of transitions from one sequence to another whilst 
looking at how earlier stages affect later stages in life. 
b) Examining changes through the use of larger cohorts rather than singular cohorts or cross-
sectional data. 
c) Viewing changes that occur in human lives in relation to changes in 'life domains' including 
work and family in an interdisciplinary approach. 
d) Seeing progression through the life course through individual action and not simply through 
the investigation of social and individual determinants. In other words, human agency can 
have an impact on progression through the life course. 
e) Researching living through the life course through the lens of collective experience (couples, 
families and cohorts). 
f) Focussing on health and prevention enabling a much stronger emphasis on staying healthy for 
longer 8. 
There are a range of approaches that characterise the sociology of the life course. For example, 
symbolic interactionism emphasises how individuals give significance to meaning over time 10,11. Clair, 
Karp and Yoels12 question what it means to grow old, to experience childhood, adolescence and older 
age. This programme of research examines how biological changes are related to cultural and social 
milieus 10 whilst emphasising active processes of meaning making, how this takes place and its 
consequences. Symbolic interactionists argue that we ought to consider how:  
a) culture shapes definitions of the ageing process,  
b) contextual variability results in different definitions of ageing,  
c) structural factors shape the ageing process  
d) historical variability in conceptions of ageing take shape 12. 
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Another key concept in life course research is the concept of status passage, Levy 13 argues that 
studying status passage involves studying how people are integrated into the social fabric.  
Oral Health over the Life Course 
How we live our lives, how we engage in oral care and how we are able to attend dental services 
regularly can have a direct impact on whether or not we can maintain a healthy or functioning 
dentition into later life 14,15,16. The way in which this happens is complicated by historical processes 
involving changing ideas about illness and disease, changing concepts of treatment and prevention, 
alongside rapidly changing technologies. We argue that these processes are evidence of the increasing 
institutionalisation of oral health over the life course.  
Oral epidemiologists have proposed numerous models to explain how oral health outcomes are 
shaped for individuals over the life course 17-19 20, unpicking how different influences at different 
periods affect oral health outcomes. Caries in adolescence are associated with height and birth order 
21, whereas oral health in young adulthood is associated with lower rates of dental attendance 22. 
Dental services utilisation can have a direct impact on the experience of caƌŝĞƐ ? ?WƌŽďůĞŵŽƌŝĞŶƚĂƚĞĚ ?
visiting behaviour may result when fee for item payment systems are the primary means of access 
and where universal access to publicly funded oral care is not available 23. These factors, however, 
remain quite general and deterministic. There are relatively few detailed data looking at how these 
mechanisms might work. There is also very little middle range theory about oral health over the life 
course.  
One way to remedy this problem is to adopt qualitative methods to explore the life course from the 
perspective of those who experience good and bad oral health. The small amount of research from 
this perspective that we do have has shown that, young people feel that the appearance of teeth 
carries connotations about personal hygiene 24 and that oral hygiene and teeth are important. Making 
a more direct attempt to theorise about oral health over the life course may lead to better 
explanations of how oral health develops throughout life. The aim of this paper then, is to introduce 
a grŽƵŶĚĞĚƚŚĞŽƌǇƐƚƵĚǇŽĨŽůĚĞƌƉĞŽƉůĞ ?ƐǀŝĞǁƐŽĨŚŽǁŽƌĂůŚĞĂůƚŚĚĞǀĞůŽƉĞĚŽǀĞƌƚŚĞŝƌůŝĨĞƚŝŵĞ ? 
Materials and Methods 
This was a qualitative study using grounded theory techniques for data analysis. 
Sampling and recruitment 
Our research was based on a sample of 43 participants recruited from the cities of Edinburgh 
(Scotland) and Sheffield (in the north of England). Participants were people aged 65 and over recruited 
through social clubs and lunch groups, residential homes, local newsletters targeted at older people 
and the University of the Third Age movement. At the time of the interview all participants were 
retired, but prior to this, had reached different levels of education and worked in a range of 
occupations. Both cities are considered to provide a representative cross-section of the UK. Our goal 
was to get as broad a range of older people as possible. Edinburgh was chosen because of the 
historically high levels of edentulousness in Scotland. Taken alongside Sheffield, it offered the 
potential to exploƌĞĂƌĂŶŐĞŽĨĂƚƚĞŶĚĂŶĐĞƉĂƚƚĞƌŶƐĨƌŽŵ ‘ƌĞŐƵůĂƌ ?ƚŽ ‘ŝŶƉĂŝŶ ? ?dŚĞƌĞƐƵůƚŝŶŐƐĂŵƉůĞ
comprised 15 men and 28 women aged between 65 and 91 (Table 1).  
Conduct of the interviews, transcription and ethics 
In-depth, open-ended interviews were held with participants asking about their lives and drawing 
from existing qualitative studies on older people and their sense of self and their body, oral health and 
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quality of life 25-29. Topics discussed included looking after teeth, going to the dentist, dental 
treatments and everyday experiences involving the mouth, as well as feelings about the mouth and 
teeth over the life course. KĨƚŚĞ ? ?ŝŶƚĞƌǀŝĞǁƐ ? ? ?ǁĞƌĞĐŽŶĚƵĐƚĞĚŝŶƉĂƌƚŝĐŝƉĂŶƚƐ ?ŽǁŶ ŚŽŵĞƐĂŶĚ
the rest in other locations. Interviews lasted on average 50 minutes, were audio-recorded, 
transcribed, checked and anonymised by the interviewer. The transcripts were subsequently sent to 
participants for comment. Before each interview, potential participants were given an information 
sheet and had the opportunity to ask questions before written consent was obtained. All participants 
understood that taking part was voluntary and that they could withdraw at any time. The project 
received ethical approval from the University of Sheffield Research Ethics Committee. We have 
substituted suitable pseudonyms in this manuscript.  
Data analysis 
The data acquired from the interviews were subjected to grounded theory analysis 30-32 using 
qualitative research software QSR NVivo 11.0 33. The goal of this analysis was to develop a theory to 
ĞǆƉůĂŝŶŚŽǁƉĞŽƉůĞ ?ƐĐŽŶĐĞƌŶƐǁŝƚŚƚŚĞŝƌŽƌĂůĐĂƌĞǁĞƌĞŽƌŐĂŶŝƐĞĚĂŶĚƌĞƐŽůǀĞĚƚŚƌŽƵŐŚŽƵƚƚŚĞŝƌůŝǀĞƐ ?
Throughout the study, members of the research team met on a weekly basis to discuss the data. The 
whole research team, including the funder, met twice during the study to discuss the analysis. The 
details of the analysis were tracked through the use of a diary that was kept in QSR NVivo.  
Grounded theory coding and analysis 
Grounded theory analysis involves exploring prior interests and preconceptions before moving on to 
three specific stages; open coding, selective coding and writing up. During each stage, the researcher 
undertakes combinations of sampling, coding and theoretical writing. Although our preconceptions 
about this study were open, we already knew that previous work had revealed the significance of the 
mouth for older age 27,34,35, including the emotional effects of tooth loss 34-36 and the importance of 
the life course concepts 15,20,23,37,38 and ageing 39-42 ?'ŝďƐŽŶĞƚĂů ?Ɛ43 work, published after this study 
had started, remains one of the few grounded theory studies looking directly at tooth loss, although 
other work can also be found on this subject 44. Gibson et al. 43 studied a very different population, 
covering a slightly older cohort and focussed almost exclusively on complete tooth loss. Our team 
included two sociologists with a special interest in social gerontology, who were therefore aware of 
the broad range of social theory in relation to ageing. Our main prior interest was to build a theory 
ĨƌŽŵ ‘ǁŝƚŚŝŶƚŚĞǁŽƌůĚǀŝĞǁŽĨŽƵƌƉĂƌƚŝĐŝƉĂŶƚƐ ? ? 
In the study [BG] coded ten interviews by bracketing and grouping similar statements into themes. 
We noticed that participants narrated one experience and then another, drawing on both narratives 
as points of comparison to make sense of their experiences. We called these comparisons 
 “ĐŽŵƉĂƌĂƚŝǀĞĞǆƉĞƌŝĞŶĐĞƐŽǀĞƌƚŚĞůŝĨĞĐŽƵƌƐĞ ? ?dŚĞŵŽƐƚƐŝŐŶŝĨŝĐĂŶƚƚŚĞŵĞĂƚƚŚŝƐƐƚĂŐĞƌĞůĂƚĞĚƚŽ
how participants talked about their "relationships with dentists over the life course" including how 
these had then shaped their experience of oral health and dentistry. The development of these 
themes introduced the idea that participants were telling us how they had developed knowledge 
ĂďŽƵƚĚĞŶƚŝƐƚƌǇŽǀĞƌƚŚĞŝƌůŝǀĞƐ ?/ĚĞĂƐƚŚĂƚůŝŶŬĞĚŶĞĂƚůǇǁŝƚŚƚŚĞŝĚĞĂŽĨĂ ‘ƐƚŽĐŬŽĨŬŶŽǁůĞĚŐĞ ?ĚĞƌŝǀĞĚ
ĨƌŽŵ ^ĐŚƵƚǌ ?Ɛ45-47 phenomenological theory of everyday life. We searched relevant literature and 
examined the concepts and ideas within this theory, clarified its relevance and returned to examine 
the narratives more closely.  
Several rounds of coding, analysis and reading took place as we moved through the interviews. By this 
time the theory was concerned with how people developed their relationship with oral health and 
dentistry throughout their life. Inspired by Schutz 48 ?ǁĞĐĂůůĞĚƚŚĞĐĞŶƚƌĂůĐŽŶĐĞƉƚ “KƌĂů,ĞĂůƚŚĂƐĂ
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>ŝĨĞŽƵƌƐĞWƌŽũĞĐƚ ? ? After selecting this core category, we went on to delimit the theory. This paper 
provides an overview of the theory.  More detailed analysis of central categories in the theory will be 
provided in future papers. 
Results 
This section introduces the key concepts behind the theory of oral care as a life course project. Our 
goal is to provide the background to key concepts in the theory to promote discussion.  The theory is 
still under development. All key concepts will be explored in more depth in future articles before the 
theory itself is fully delimited. We begin by outlining what it meant to participants to access the social 
world of dentistry before describing what it means to engage in the project. Pseudonyms are used 
throughout the paper to refer to participants. 
Access and the social world of dentistry 
 “ ? ?/ ĐĂŵĞ ĨƌŽŵ Ă ǀĞƌǇ ǁŽƌŬŝŶŐ ĐůĂƐƐ ďĂĐŬŐƌŽƵŶĚ ? ďƵƚ ǁŚĞŶ/ ǁĞŶƚ ƚŽ 'ƌĂŵŵĂƌ
school and started mixing with other children, say, from middle class backgrounds 
ĂŶĚƚĂůŬŝŶŐƚŽƚŚĞŵ ?ĂŶĚƚŚĞǇǁŝůůƐĂǇ ? ‘KŚ ?/ ?ve got an appointment to go to the 
ĚĞŶƚŝƐƚƚŽŵŽƌƌŽǁĨŽƌŵǇĐŚĞĐŬƵƉ ? ?ƚŚĂƚǁĂƐĂŶĞǁǁŽƌůĚƚŽŵĞ ? ? ?:ĞŶŶǇ ? ? ?zĞĂƌ
Old Female) 
When Jenny grew up dentistry was alien to her family. She described not having toothbrushes or 
toothpaste at home and her parents not having any teeth of their own. It was only through mixing 
ǁŝƚŚŽƚŚĞƌĐŚŝůĚƌĞŶĂƚ ‘ŐƌĂŵŵĂƌƐĐŚŽŽů ?ƚŚĂƚƐŚĞďĞĐĂŵĞĂǁĂƌĞŽĨĚĞŶƚŝƐƚƌǇ ?'ƌĂŵŵĂƌ^ĐŚŽŽůƐĂƌĞ
schools usually associated with higher educational achievement in England.  A working-class child 
ĂƚƚĞŶĚŝŶŐƐƵĐŚĂƐĐŚŽŽůǁŽƵůĚƚŚĞƌĞĨŽƌĞŵĞĞƚŵŽƌĞŵŝĚĚůĞĐůĂƐƐĐŚŝůĚƌĞŶ ?/Ŷ:ĞŶŶǇ ?ƐǁŽƌĚƐ ?ĚĞŶƚŝƐƚƌǇ
ǁĂƐ Ă ŶĞǁ ƐŽĐŝĂů ǁŽƌůĚ ? ,Ğƌ ĂĐĐĞƐƐ ƚŽ ƚŚŝƐ ǁŽƌůĚ ŵĂĚĞ ŚĞƌ ƉĂƌƚ ŽĨ ĂŶ  ‘ŝŶ-ŐƌŽƵƉ ? ŽĨ ƉĞŽƉůĞ ǁŚŽ
understood what participation in this world involved. Participants reported numerous routes of access 
to the world of oral care and periods in their life when they became more interested in their 
appearance, suggesting that access varied at different stages in the life course. Often such changes 
were associated with relationships with significant others. Raymond described how he was introduced 
to dentistry as a teenager: 
 “ŶǇǁĂǇ ?ƚŚĞŶ/ǁĂƐƚƌĂŶƐĨĞƌƌĞĚƚŽƚŚĞůŽĐĂůŐƌĂŵŵĂƌƐĐŚŽŽůŚĞƌĞŝŶĞƌďǇƐŚŝƌĞ ? ? ? ?
ǁŚĞƌĞŵǇĞĚƵĐĂƚŝŽŶƐƚĂƌƚĞĚĂƚƚŚĞĂŐĞŽĨ ? ? ? ? ?ŶĚ/ĨŽƵŶĚŽƵƚ ? education was 
absolutely, fitted me very well. And this headmaster chappie whose son was a 
ĚĞŶƚŝƐƚ ŝŶƚƌŽĚƵĐĞĚ ŵĞ ƚŽ ĚĞŶƚŝƐƚƌǇ ? Ƶƚ ŝŶ ďĞƚǁĞĞŶ ? / ?Ě ŐŽƚĐƌŽŽŬĞĚ ƚĞĞƚŚ ? ƐĂǇ ?
ƐƚŝĐŬŝŶŐŽƵƚƚĞĞƚŚ ?ǁĞůů ?ŽŶĞŽĨƚŚĞŵǁĂƐ ?ŶĚŝŶĂĨŝŐŚƚ/ŐŽƚǁŚĂĐŬĞĚĂŶĚƚŚĞ
caniŶĞ ?ĞǇĞƚŽŽƚŚ ?ŝŶůĂǇůĂŶŐƵĂŐĞĞǇĞƚŽŽƚŚ ?ƉĞŶĞƚƌĂƚĞĚŵǇůŝƉĂŶĚ/ƚŚŽƵŐŚƚ ? “KŚ ?
ĚĞĂƌ ?ƚŚĂƚ ?Ɛ ? ?ƐŽ ?/ďĞƚƚĞƌŐŽĂŶĚŐĞƚƐŽŵĞďŽĚǇƚŽƐŽƌƚŝƚŽƵƚŝŶƚĞƌŵƐŽĨ ?^Ž ?ƚŚĂƚ
ŐŽƚ ƐŚŝĨƚĞĚ ƚŚĞŶ ŝŶƚŽ ůŽĐĂů ĚĞŶƚŝƐƚ ? ďƵƚ ďǇ ƚŚĞŶ / ?ǀĞ ďĞĞŶ ?ǁŚĂƚ ?  ? ? ?  ? ? ? ŶĚ ŽĨ
course, appĞĂƌĂŶĐĞŝƐďĞĐŽŵŝŶŐŝŵƉŽƌƚĂŶƚƚŚĞŶĨŽƌ ?ĞĐĂƵƐĞŽŶĞŐĞƚƐŝŶƚĞƌĞƐƚĞĚ
in girls and they get interested in you, and this sort of stuff. So aesthetics, 
ĂƉƉĞĂƌĂŶĐĞŚĂĚƋƵŝƚĞďĞĐŽŵĞŝŵƉŽƌƚĂŶƚ ?ŶĚƚŚĞŶ/ƚŚŽƵŐŚƚ ? ‘KŚ ?/ ?ǀĞŐŽƚƚŽĚŽ
ƐŽŵĞƚŚŝŶŐ ? ? ? ?ZĂǇŵŽŶĚ ? ? ? ?
Losing access to the social world of oral care 
Participants also described how their access to the world of oral care could be disrupted throughout 
their life. Bernard reported how the breakdown of his marriage affected his access to the social world 
of oral care. 
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 “zĞĂŚ ?ǁŚĞŶ/ǁĂƐĨŝƌƐƚŵĂƌƌŝĞĚ/ŵĞĂŶ ?ǁĞǁĞƌĞďŽƚŚǀĞƌǇŚǇŐŝĞŶŝĐƉĞŽƉůĞĂŶĚǁĞ
were well off because I mean, I -- I came down from Scotland in the 60s when the 
ĞĂƚůĞƐ ?>ŽǀĞDĞŽǁĂƐƚŽƉŽĨƚŚĞ,ŝƚWĂƌĂĚĞ ? ?ŶĚ/ǁĂƐŝŶĨŝŶĂŶĐŝĂůƐĞƌǀŝĐĞƐ ? ?ǁĞ 
were paid well. Looked after ourselves well. We ate well. We could afford the 
ĚĞŶƚŝƐƚĂŶĚǁĞǁĞŶƚƚŽĂůůƚŚĞĂƉƉŽŝŶƚŵĞŶƚƐǁĞŚĂĚ ? ? ?^ŽƵƉƚŽƚŚĞ ? ?ƐǁĞǁĞƌĞ
very well looked after, you know. So I was very, very fastidious when I was on the 
ball, but you know, social issues when you split up and that have an enormous 
ĞĨĨĞĐƚŽŶǇŽƵƌĂƚƚŝƚƵĚĞ ?zŽƵƌƉĞƌƐŽŶĂůĐĂƌĞ ? ?/ƚŚŝŶŬ-- I think also psychology as to 
how you feel having faced lots of losses and difficulties in your later years. And that 
knocks you right back because you -- ǇŽƵůŽƐĞǇŽƵƌĨĂŝƚŚŝŶƚŚĞǁŽƌůĚ ? ? ?ĞƌŶĂƌĚ ?
74) 
ĐĐĞƐƐƚŽƚŚĞǁŽƌůĚŽĨŽƌĂůĐĂƌĞǁĂƐƵŶĚĞƌĐŽŶƐƚĂŶƚĚĞǀĞůŽƉŵĞŶƚƚŚƌŽƵŐŚŽƵƚƉĂƌƚŝĐŝƉĂŶƚƐ ?ůŝǀĞƐ ?^ ŽŵĞ
lacked toothpaste and toothbrushes when younger, which changed when such resources became 
more widely used. Participants discussed how access was very different for their children and 
grandchildren who received orthodontics and preventive care. Entry to the social world of oral care is 
a precondition of being able to participate in oral care as a life course project. We will now explain 
what oral care as a life course project is before discussing its related conditions and consequences. 
These varied patterns of access are summarised in Figure 1 which describes each of the domains talked 
about in our data along with specific oral care practices that were also mentioned. 
<Insert Figure 1 about here> 
Oral care as a life course project 
KƌĂůĐĂƌĞĂƐĂůŝĨĞĐŽƵƌƐĞƉƌŽũĞĐƚŝŶǀŽůǀĞƐĂŶĂĐƚŝǀĞƉůĂŶƚŽŬĞĞƉĂŶĚŵĂŝŶƚĂŝŶŽŶĞ ?ƐƚĞĞƚŚŝŶƚŽŽůĚĞƌ
age. The project, as articulated in these data, is summarised in Figure 2. It involves values, oral care 
practices, finding a good dentist, experiencing dental work, having goals and experiencing outcomes 
over the life course. It is a social project, supported and sustained in the social world of oral care by a 
range of social institutions including dentistry, regulatory bodies and consumer oral care. The degree 
to which individuals are able to participate in this project is determined by individual and social factors. 
Eileen described what it meant to her:  
 “/ƐƵƉƉŽƐĞŝƚ ?ƐƚŚĞŝŶĚŝǀŝĚƵĂůďƵƚŝƚ ?ƐĂůƐŽƌĞĂůŝƐŝŶŐƚŚĂƚƚŚĞƌĞĂƌĞĚĞŶƚŝƐƚƐŽƵƚƚŚĞƌĞ
ƚŚĂƚĂƌĞǁŝůůŝŶŐƚŽƐƵƉƉŽƌƚĂŶĚŚĞůƉǇŽƵ ?ŶĚŝƚ ?ƐŶŽƚũƵƐƚƚŽƚĂŬĞŽƵƚǇŽƵƌƚĞĞƚŚ ?ŝƚ ?Ɛ
to do with the general maintenance and keeping your teeth in healthy condition 
ĨŽƌĂƐůŽŶŐĂƐƉŽƐƐŝďůĞ ?/ƚŚŝŶŬƚŚĂƚ ?ƐƚŚĞďŝŐĐŚĂŶŐĞ ?ŶĚƉƌŽďĂďůǇƚŚĂƚ ?ƐǁŚǇŵǇ
generation, fewer have got a mouthful of false teeth. Because they would go to the 
dentist and they would have regular check-ups and they would clean their teeth 
ĐŽƌƌĞĐƚůǇĂŶĚĐĂƌĞĨŽƌƚŚĞŵ ? ?ƚŚĞŽŶůǇƚŝŵĞ/ĐĂŶƌĞŵĞŵďĞƌŵǇĂƵŶƚƐŽƌŵǇƉĂƌĞŶƚƐ
ŐŽŝŶŐƚŽƚŚĞĚĞŶƚŝƐƚŝƐǁŚĞŶƚŚĞǇŐĞƚĂƐĞǀĞƌĞƚŽŽƚŚƉĂŝŶ ?/ĐĂŶ ?ƚƌĞŵĞŵďĞƌĂŶǇďŽĚǇ
ƐĂǇŝŶŐ ? “/ ?ůůďĞŝŶĨŽƌĂĐŚĞĐŬ-ƵƉ ?Ƶƚŝƚ ?ƐŝŶƚĞƌĞƐƚŝŶŐbecause then I instilled that into 
my daughter and my grandsons have regular check-ƵƉƐ ? ^Ž ŝƚ ?Ɛ ĂďŽƵƚ ƚŚŝŶŬŝŶŐ
ĚŝĨĨĞƌĞŶƚůǇ ? ŝƐŶ ?ƚ ŝƚ ? ďƵƚ ĂůƐŽ ŚĂǀŝŶŐ ĂĐĐĞƐƐ ? ŶĚ / ƚŚŝŶŬ ŽŶĞ ŽĨ ƚŚĞ ĚŝĨĨŝĐƵůƚŝĞƐ
nowadays is that you know, NHS places are becoming fewer and fĞǁĞƌ ? ? ?ŝůĞĞŶ ?
77) 
<Insert Figure 2 about here> 
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As we can see, Eileen planned and worked to keep her teeth into older age. The fact she did so, by 
accessing the social world of oral care, was for her the biggest generational change of her lifetime. 
Yvonne was also engaging in the same project: 
 “/ ?ǀĞŐŽƚƚŚŝƐƉƌŽďůĞŵǁŚĞƌĞ/ŐƌŝŶĚŵǇĨƌŽŶƚƚĞĞƚŚĚŽǁŶ ?/ǁĞĂƌůŝŬĞĂŵŽƵƚŚŐƵĂƌĚ
at night to stop me from grinding my teeth. But the front teeth have been ground 
down which I hate. And there were some investigations done to see what could be 
done cosmetically about that and I was sent to a private orthodontist for x-rays 
and a consultation and that cost £100 just for the consultation. And she came back 
with all these sorts of things that could be done with braces and it would cost this 
ƚŚŽƵƐĂŶĚĂŶĚƚŚĂƚƚŚŽƵƐĂŶĚ ?ŶĚ ?Ƶƚ/ĐŽƵůĚƚĞůůďǇŚĞƌĨĂĐĞƚŚĂƚƐŚĞƌĞĂůůǇĚŝĚŶ ?ƚ
ƚŚŝŶŬƚŚŝƐǁĂƐĂŐŽŽĚŝĚĞĂ ?ŶŽƚĂƚŵǇĂŐĞ ?ǇŽƵŬŶŽǁ ? ? ? ?zǀŽŶŶĞ ? ? ? ? 
She went on: 
 “zŽƵŬŶŽǁ ?ǇŽƵĐĂŶŚĂǀĞŐƌĞǇŚĂŝƌ ?ǁĞůů ?ǇŽƵĐĂŶĐŽůŽƵƌŝƚ ?ďƵƚ/ĐĂŶ ?ƚĚŽĂŶǇƚŚŝŶŐ
ĂďŽƵƚŵǇƚĞĞƚŚĂŶĚ/ǁŽƵůĚƌĞĂůůǇůŝŬĞƚŽ ?ďƵƚŝƚũƵƐƚŝƐŶ ?ƚƉƌĂĐƚŝĐĂů ?^Ž ?/ĨĞĞůƚŚĂƚ
ŵĂŬĞƐŵĞůŽŽŬ ?ŽƌůĂďĞůƐŵĞĂƐŽůĚǁŚĞŶ/ĚŽŶ ?ƚǁĂŶƚƚŽďĞ ? ? ?zǀŽŶŶĞ ? ? ? ? 
Oral care as a life course project therefore involves developing a relationship with the social world of 
dentistry and the values and practices associated with that world. As such it requires values, finding a 
 ‘ŐŽŽĚĚĞŶƚŝƐƚ ? ?ĞŶŐĂŐŝŶŐŝŶŽƌĂůĐĂƌĞƉƌĂĐƚŝĐĞƐƐƵĐŚĂƐƚŽŽƚŚďƌƵƐŚŝŶŐĂŶĚĞǆƉĞƌŝĞŶĐŝŶŐŚĂǀŝŶŐǁŽƌŬ
done. Consequently the project includes experiencing oral health outcomes and impacts. Each of 
these is described below. 
Values and oral care as a life course project 
In order for oral care to be sustained over the life course, oral health needs to be valued: 
 “tĞůů/ƐƵƉƉŽƐĞ/ƚŚŽƵŐŚƚĞǀĞƌǇŽŶĞĞůƐĞ ?ƐǁĞƌĞďĞƚƚĞƌƚŚĂŶŵŝŶĞ ?ƵƚĐĞƌƚĂŝŶůǇŶŽŶĞ
of my friends were spending and sort of having fortnightly visits to the dentist and 
ƚŚŝŶŐƐůŝŬĞ/ǁĂƐĚŽŝŶŐ ? ?/ŬŶŽǁǁŚĞŶ/ŵĞĞƚƉĞŽƉůĞ ?ƚŚĂƚ ?ƐŽĨƚĞŶŽŶĞŽĨƚŚĞĨŝƌƐƚ
things I notice about thƌŽƵŐŚŽƵƚƉĞŽƉůĞ ?ǁŚĂƚƚŚĞŝƌƚĞĞƚŚĂƌĞůŝŬĞ ? ? ?<ĂƚŚůĞĞŶ ? ? ? ?
From these statements we can see that good teeth are valued, not just because of how they look 
(beauty), but for their strength and vitality. How these values influence oral care as a life course project 
ǁŝůůǀĂƌǇďǇŶĂƚŝŽŶĂůŝƚǇ ?ƐŽĐŝĂůĐůĂƐƐ ?ŐĞŶĚĞƌĂŶĚ ?ŽĨĐŽƵƌƐĞ ?ĂŐĞ ?,ĂǀŝŶŐŽŶĞ ?ƐŽǁŶƚĞĞƚŚǁĂƐƐŽŵĞƚŚŝŶŐ
to be valued, no matter what state they might have been in. Having them in later life was seen as a 
major achievement for this cohort, albeit iŶĂƐůŝŐŚƚůǇĚŝƐĐŽůŽƵƌĞĚĂŶĚ ‘ǁŽƌŶ ?ƐƚĂƚĞ ? 
dŚĞ ?ŐŽŽĚĚĞŶƚŝƐƚ ? 
All participants talked of finding a 'good dentist'. They were clearly talking about a generalised idea 
(ideal type in sociology) because the good dentist was discussed alongside their own particular dentist. 
dŚĞ ŽďǀŝŽƵƐ ĚŝĨĨĞƌĞŶĐĞ ŝƐ ƚŚĂƚ  ‘ŵǇ ĚĞŶƚŝƐƚ ? Žƌ  ‘ƚŚŝƐ Žƌ ƚŚĂƚ ĚĞŶƚŝƐƚ ? ŝƐ Ă ĚĞŶƚŝƐƚ ŽĨ ǁŚŝĐŚ / ŚĂǀĞ
experience, whereas a good dentist is something that can exist everywhere and nowhere.  People seek 
out good dentists and try to avoid bad ones.  
Good dentists are effective, they take time to explain what they are doing (Florence, 84). They try to 
ƉƌŽƚĞĐƚƚŚĞƉĂƚŝĞŶƚ ?ƐƚĞĞƚŚ ?tĞŶĚǇ ? ? ? ?ŽƌŝƐ ? ? ? ?ĂŶĚŐƵŵƐ ?ŽŶĂůĚ ? ? ? ? ?dŚĞŐŽŽĚĚĞŶƚŝƐƚĂůƐŽŚĂĚ
the dimensions of being gentle and providing individualised care. For Beryl (83), this involved 
demonstrating concern that she should attend more frequently so the dentist could watch her oral 
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health for signs of deterioration. A good dentist also has good facilities, such as clean sinks and waiting 
rooms that look 'modern'. They use x-ƌĂǇƐĂŶĚǀĂƌŝŽƵƐƚĞĐŚŶŽůŽŐŝĞƐ ƚŽŵĂŬĞƐƵƌĞƚŚĞ ũŽď ŝƐ  ‘ĚŽŶĞ
ƌŝŐŚƚ ? ? 
ĞƌǇů  ? ? ? ? ŝŶĚŝĐĂƚĞĚ ƚŚĂƚ Ă ĚĞŶƚŝƐƚ ĐĂŶ ďĞ  ‘ŐŽŽĚ ? ĚĞƐƉŝƚĞ ŚĂǀŝŶŐ ďĂĚ ƋƵĂůŝƚŝĞƐ ?zŽƵ ŐŽ ƚŽ ƚŚĞ ŐŽŽĚ
dentist, or you seek out a good dentist. You might be disappointed because they have bad qualities, 
but they can still be good. No-one reported seeking out a bad dentist. Helen discussed being taken to 
a dentist rather than choosing the dentist. She stated that her: 
 ‘&ŝƌƐƚŵĞŵŽƌŝĞƐŽĨŐŽŝŶŐƚŽƚŚĞĚĞŶƚŝƐƚǁĂƐ ? ?.I don't think my parents made any 
great effort to choose who they thought was a very suitable dentist. I think I disliked 
him entirely; he smelt of pipe smoke and his teeth were all brown and he was pretty 
short-ƚĞŵƉĞƌĞĚƐŽ ? ? ?ďƵƚǁĞǁĞŶƚƌĞŐƵůĂƌůǇ ? ? ?,ĞůĞn, 78) 
^ĐŚŽŽů ĚĞŶƚŝƐƚƐǁĞƌĞ ĚĞƐĐƌŝďĞĚ ĂƐ  ‘ďĂĚ ? ďĞĐĂƵƐĞŽĨƉĂƌƚŝĐŝƉĂŶƚƐ ? ůĂĐŬŽĨ ĐŚŽŝĐĞ ŝŶ ĂƚƚĞŶĚŝŶŐ ƚŚĞŵ ?
Associated with this was a sense of the failure of their treatment (poorer equipment) and associated 
ƌŝƚƵĂůŚƵŵŝůŝĂƚŝŽŶ ?dŚĞŝĚĞĂŽĨ ‘ƚŚĞŐŽŽĚĚĞŶƚŝƐƚ ?ƚŚĞƌĞĨŽƌ ŚĂƐĂŶŝŵƉŽƌƚĂŶƚŚŝƐƚŽƌŝĐĂůĚŝŵĞŶƐŝŽŶ ? 
^ĂŶĚƌĂŝŶĚŝĐĂƚĞƐƚŚĞ ‘ŚŝƐƚŽƌŝĐŝƚǇ ?ŽĨƚŚĞŐŽŽĚĚĞŶƚŝƐƚ P 
 ‘ǀĞƌǇƚŚŝŶŐ ?ƐƉƌŽŐƌĞƐƐĞĚ ?ĞŶŽƌŵŽƵƐůǇƐŝŶĐĞ/ǁĂƐǇŽƵŶŐ ? ? ?/ƚ ?ƐũƵƐƚďĞĞŶ ? ? ?/ŵĞĂŶ ?
it is really wonderful what they do now. It's so much better. So, you know, I no 
ůŽŶŐĞƌ ? ? ?/ĚŽŶ ?ƚŐŽŝŶĨĞĂƌĂŶĚƚƌĞƉŝĚĂƚŝŽŶƚŽƚŚĞĚĞŶƚŝƐƚŶŽǁ ? ? ?^ĂŶĚƌĂ ? ? ? ? 
WĂƌƚŝĐŝƉĂŶƚƐ ďƵŝůƚ Ă  ‘ƐƚŽĐŬ ŽĨ ŬŶŽǁůĞĚŐĞ ? ĂďŽƵƚ ŽƌĂů ĐĂƌĞ ƚŚƌŽƵŐŚ ƚŚĞŝƌ ůŝĨĞ ĐŽƵƌƐĞ ? dŚŝƐ ƐƚŽĐŬ ŽĨ
knowledge involved understanding the various practices involved in maintaining oral health, including 
going to the dentist, oral care and the possible outcomes of treatment. 
Oral care practices over the life course.  
A range of practices was associated with care over the life course. Participants talked about going to 
the dentist, having work done, brushing their teeth and engaging in practices to protect their oral 
health. These practices had histories, which meant that their importance and shape had changed over 
ƚŝŵĞ ?KŶĞŬĞǇƉƌĂĐƚŝĐĞ ?ĂŵŽŶŐƐƚŽƚŚĞƌƐ ?ǁĂƐ ‘ŚĂǀŝŶŐǁŽƌŬĚ ŶĞ ? ? 
 ‘,ĂǀŝŶŐǁŽƌŬĚŽŶĞ ? 
Having work done involves a time bound event that is designed for a very specific purpose.  The work 
has to be seen to be necessary and to produce the desired effect (effectiveness). Participants reported 
considering different options for having work done whilst considering if it is necessary or unnecessary 
(see Yvonne above). Just because one party considered the work to be unnecessary did not mean it 
would not happen, our data contain numerous examples of unnecessary dental treatment. The 
ĞǆƉĞƌŝĞŶĐĞŽĨŚĂǀŝŶŐǁŽƌŬĚŽŶĞĐŽŶƚƌŝďƵƚĞƐƚŽĂ ‘ƐƚŽĐŬŽĨŬŶŽǁůĞĚŐĞ ?ƌĞůĂƚĞĚƚŽĚĞŶƚĂůǁŽƌŬĂŶĚƚŚŝƐ
informs the overall life course project. The following excerpt from Wendy demonstrates just how 
much her everyday knowledge of dentistry had developed over her life course: 
 ‘dŚĂƚ ?ƐĂĐƌŽǁŶďĞĐĂƵƐĞƚŚĞŶĞƌǀĞŚĂĚŐŽŶĞĚĞĂĚŝŶŝƚ ?ŶĚƚŚĞŶ/ ?ǀĞŐŽƚ ?/ ?ǀĞũƵƐƚ
ŐŽƚŽŶĞďĂĐŬƚŽŽƚŚŚĞƌĞ ?ƚŚĂƚ ?ƐĐƌŽǁŶĞĚ ?/ ?ǀĞŐŽƚŶŽďĂĐŬƚĞĞƚŚĂƚĂůůƚŚĞƌĞ ?/ ?ǀĞŐŽƚ
one up here and one up there. And then the six teeth at ƚŚĞĨƌŽŶƚ ?ƚŚĞǇ ?ƌĞŵǇŽǁŶ ?
ŶĚũƵƐƚƚŚĞƐĞůŝŬĞĨĞǁĨƌŽŶƚƚĞĞƚŚĂƚƚŚĞĨƌŽŶƚĂƌĞŵǇŽǁŶ ?ĂŶĚƚŚĞƌĞƐƚ/ ?ǀĞŐŽƚ
ƉĂƌƚĚĞŶƚƵƌĞƐ ?ƚŽƉĂŶĚďŽƚƚŽŵ ?Ƶƚ ?ĐůĞĂƌƐƚŚƌŽĂƚ ?ĞǀĞŶƚŚĞŶ ?ǁŚĞŶĞǀĞƌ ?ŵǇƉĂƌƚ
dentures at the bottom, they just slip on and off. My top ones, thaƚ ?ƐǁŚĂƚƚŚĞǇ
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ǁĞƌĞůŝŬĞĂƚĨŝƌƐƚĂŶĚ/ĚŝĚŶ ?ƚůŝŬĞƚŚĞŵ ?ďĞĐĂƵƐĞĂƚƚŚĞƉĂůĂƚĞ/ƵƐĞĚƚŽĨĞĞůƐŝĐŬĂŶĚ
/ ŚĂƚĞĚ ǁĞĂƌŝŶŐ ƚŚĞŵ ? ^Ž ? ǁŚĞŶ / ĐŚĂŶŐĞĚ ĚĞŶƚŝƐƚ  ?ǁĞ ŚĂĚĂ ůŽŶŐ ƚĂůŬ ĂŶĚ /
ĞǆƉůĂŝŶĞĚ ƚŽ Śŝŵ ŚŽǁ / ĨĞůƚ ĂďŽƵƚ ŝƚ ĂŶĚ / ?ǀĞ ŐŽƚ ƚŚŝƐ ƚŚŝŶŐ ĂďŽƵƚ ďůŽŽĚ ĂŶĚ
eǀĞƌǇƚŚŝŶŐ ?ŶĚ/ƐĂŝĚ ? “/ĐĂŶ ?ƚŐĞƚŽŶǁŝƚŚƚŚĞƐĞĚĞŶƚƵƌĞƐƚŚĂƚ/ ?ǀĞŐŽƚ ? ?ŶĚŚĞ
ƐĂŝĚ ? “tĞůů ?ǁĞĐĂŶĚŽĚŝĨĨĞƌĞŶƚĚĞŶƚƵƌĞƐĨŽƌǇŽƵ ? ? ? ?tĞŶĚǇ ? ? ? ? 
tĞŶĚǇ ?ƐĚĞŶƚĂůǁŽƌŬǁĂƐƐĞƚŽƵƚŽǀĞƌůŝŵŝƚĞĚƉĞƌŝŽĚƐĂŶĚŝŶǀŽůǀĞĚĂŶǆŝĞƚŝĞƐŽǀĞƌƚŚĞƉŽƐƐŝďŝůŝƚǇŽĨ
treatment, including what this treatment would feel like (bodily knowledge). Such work was therefore 
 ‘ĞŵďŽĚŝĞĚ ? ?ŝƚĂůƐŽĚŝƐƌƵƉƚĞĚƚŚĞŽŶŐŽŝŶŐĨůŽǁŽĨĚĂŝůǇůŝĨĞ ?ĞƐƉĞĐŝĂůůǇǁŚĞŶƚĞĞƚŚǁĞƌĞǁŽƌŬĞĚŽŶ ? 
From a phenomenological perspective this process involves bodiůǇ  ‘ĚǇƐ-ĂƉƉĞĂƌĂŶĐĞƐ ?49: that is, 
ƌĞŵŝŶĚĞƌƐŽƌĂǁĂƌĞŶĞƐƐŽĨŽŶĞ ?ƐďŽĚǇ WŝŶƚŚŝƐĐĂƐĞŽŶĞ ?ƐŵŽƵƚŚĂŶĚƚĞĞƚŚ Wdue to health problems 
or pain, when more routinely the body is forgotten about, an absent presence 50. Failure is judged on 
the basis of whether or not the work both fits and works in everyday life. Participants explained how 
they managed dentures either successfully or not. In other words, dental work involved an orientation 
to the immediate work versus its ongoing management. If dental work failed, then patients would 
judge the work and all future work by the same dentist negatively. Past work therefore shapes the 
expectations of future work, and informs how dental attendance is approached.  
Outcomes of oral care as a life course project 
The outcomes of oral care as a life course project are articulated in terms of the experience and 
satisfaction of engaging in the project, and of maintaining oral health into older age in whatever form 
ƚŚĂƚƚĂŬĞƐ ?ƐǁĞŚĂǀĞƐĞĞŶ ?ƌĞƚĂŝŶŝŶŐŽŶĞ ?ƐƚĞĞƚŚŐĂǀĞƉĂƌƚŝĐŝpants a sense of achievement compared 
to previous generations. In other words, the values associated with oral care over the life course had 
changed in their lifetime. One significant shift in this was to place greater value on the retention of 
teeth and tŚĞ ĂǀŽŝĚĂŶĐĞ ŽĨ ĐŽŵƉůĞƚĞ ƚŽŽƚŚ ůŽƐƐ ? dĞĞƚŚ ǁĞƌĞ ŝŶ ǀĂƌŝŽƵƐ ƐƚĂƚĞƐ ŽĨ  ‘dis-ƌĞƉĂŝƌ ? ? ǁŝƚŚ
participants recognising (frequently with a sense of humour) that they might be less than perfect and 
ŽĨƚĞŶƌĞĨĞƌƌĞĚƚŽĂƐĂŬŝŶĚŽĨ “ƐƵĨĨĞƌŝŶŐĐŽŵƉĂŶŝŽŶ ?ƚŚƌŽƵŐŚůŝĨĞ ? Nonetheless, participants retained 
a sense of pride in getting to their later years with some of their teeth.  
Discussion 
 ‘ǆŝƐƚŝŶŐƌĞƐĞĂƌĐŚŝŶŽƌĂůŚĞĂůƚŚĂŶĚĚĞŶƚŝƐƚƌǇƚĞŶĚƐƚŽĨŽĐƵƐŽŶĐŚĂŶŐĞƐŝŶŚƵŵĂŶůŝǀĞƐŽǀĞƌƚŝŵĞĂŶĚ
across cohorts, as captured by Mayer in his framework for life course research. The research reported 
ŝŶ ƚŚŝƐ ƉĂƉĞƌ ĨŽĐƵƐĞƐ ŽŶ ĂƐƉĞĐƚƐ ŽĨ ƚŚĞ ŽƚŚĞƌ ĞůĞŵĞŶƚƐ ŽĨ DĂǇĞƌ ?Ɛ ĨƌĂŵĞǁŽƌŬ ? ŚŝŐŚůŝŐŚƚŝŶŐ ŚŽǁ
consideration of life domains (family, employment, education) individual action and collective 
ĞǆƉĞƌŝĞŶĐĞ ?ĨĂŵŝůŝĞƐĂŶĚĐŽŚŽƌƚƐ ?ĐĂŶŚĂǀĞĂĐĞŶƚƌĂůƌŽůĞŝŶ ŽƌĂůŚĞĂůƚŚŽǀĞƌƚŚĞůŝĨĞĐŽƵƌƐĞ ? ?KƵƌĐĞŶƚƌĂů
argument, based on the views of older people, is that oral care, for them at least, is conceived as a 
project to be engaged with over the life course. This project is summarised in Figure 2 a figure that 
seeks to reflect how oral care is actively developed and maintained within the social world of 
organised dentistry and consumer oral care (see Figure 1). The institutions supporting the project 
include families, schools, governing bodies and specialist groups. The central problematic this theory 
presents is the degree to which participation in this project is either maintained or adjusted over time 
and across social groups.  
This theory fits with the work of Levy 13 and Kohli 51 by pointing out that the institutionalisation of oral 
care over the life course has supported the development of this personalised project for those who 
can participate. There is an urgent need to consider how this time investment should be treated in 
later life, asking in particular what it might mean for dignity in later years. This theoretical outline 
explains why tooth loss might have such devastating effects on older people 27,35,52. If you have spent 
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your whole life maintaining your oral health, living through times when dentistry was less forgiving 
than it is today, then the loss of a single tooth could be felt as an existential failure 44,53. It could be 
traumatic because so much time and money has been invested in keeping your teeth.  
This theory also serves to illustrate why failing ƚŽŵĂŝŶƚĂŝŶŽŶĞ ?ƐƚĞĞƚŚŝŶƚŽŽůĚĞƌĂŐĞ ?ĂƐĂƌĞƐƵůƚŽĨ
ĚĞƉƌŝǀĂƚŝŽŶŽƌƉŽǀĞƌƚǇ ?ĐĂŶďĞĐŽŵĞĂŵĂƌŬĞƌŽĨĨĂŝůƵƌĞŽƌ ‘ƵŶƐƵĐĐĞƐƐĨƵůĂŐĞŝŶŐ ? ?/ŶƐŚŽƌƚ ?ŽƌĂůŚĞĂůƚŚ
over the life course is a personal project involving considerable time, money and effort. It deserves 
attention and support as people enter their later years. Teeth should not be discarded simply because 
someone has become institutionalised, their removal should be considered carefully. The theory 
ŝŶƚƌŽĚƵĐĞĚ ŚĞƌĞ ŝŶĚŝĐĂƚĞƐ ƚŚĂƚ ƚŚĞ  ‘ĚĞŶƚĂů ƚƌĂŶƐŝƚŝŽŶ ?54,55 only became possible when society 
envisaged that teeth could indeed be kept and maintained. This transition is testimony to the success 
of oral care as an institutional and personal project.  
The theory also speaks to themes from critical social gerontology. Ideas about what is, or is not 
ĂƉƉƌŽƉƌŝĂƚĞ ‘ĚĞŶƚĂůǁŽƌŬ ?ĂŶĚǁŚĞŶƚŚŝƐŵŝŐŚƚďĞƉĞƌĨŽƌŵĞĚĚƵƌŝŶŐƚŚĞůŝĨĞƚŝŵĞĂƌĞĐůŽƐĞůǇĂƐƐŽĐŝĂƚĞĚ
with attitudes to ageing and the life course. This is in keeping with the work of Cruikshank 56, who 
argues that constructs of age and ageing prepare us for growing old. Here we found that ideas about 
appropriate ageing can and do inform the shape of oral care as a life course project. Some dental work 
will be completed on younger people, the same work will be avoided in older people. This brings with 
it age related inequalities. The institutional aspects of this project are constantly developing. As a 
result, there are two important things to consider in future research: 1) how changing experiences 
and definitions of ageing impact on how the project is defined and shaped and 2) how the life course 
itself changes and unfolds in historical time acts to shape the project.  
Dentists have argued that it ŝƐŽŶĞ ?ƐĞŶŐĂŐĞŵĞŶƚǁŝƚŚŽƌĂůŚĞĂůƚŚĂƐĂŶ ‘ĞŶƚŝƚǇ ?ƚŚĂƚǁŝůůĚĞƚĞƌŵŝŶĞ
ŽŶĞ ?ƐŽƌĂůŚĞĂůƚŚƚŚƌŽƵŐŚŽƵƚůŝĨĞ16 ?dŽƚŚŝƐǁĞĂĚĚƚŚĂƚŝƚŝƐŽŶĞ ?ƐĂďŝůŝƚǇƚŽĂĐĐĞƐƐƚŚĞƐŽĐŝĂůǁŽƌůĚŽĨ
dentistry, and to participate in oral care as a life course project that determines oral health outcomes. 
Broadbent20,57 and colleagues demonstrated that oral health outcomes in the fourth decade are the 
result of an accumulation of intergenerational factors, beliefs, socioeconomic position, dental 
attendance and self-care. Our theory provides further details about how this might happen. We are 
introduced to the social world of oral care, often by grandparents, parents and friends, we develop 
shared beliefs and understandings on oral health and then are either able to, or unable to, participate 
in oral health care as a personal project. The central question then is the degree to which participation 
can be maintained throughout the life course.   
The centrality of oral health related practices suggests that further work might consider adopting a 
social practices perspective on oral care over the life course 58. We agree with Ettinger 59 that 
fundamental drivers for change in oral care are derived from changes in dental technology and 
consumer health care. We would add to this the observation that technological innovation is 
significant because it re-configures the practices associated with oral health. We know this because 
ŽƵƌƉĂƌƚŝĐŝƉĂŶƚƐĂůůƵĚĞĚƚŽƚŚĞĐŚĂŶŐŝŶŐŶĂƚƵƌĞŽĨĚĞŶƚĂůǁŽƌŬ ?ĐŚĂŶŐĞƐŝŶƚŚĞĚĞĨŝŶŝƚŝŽŶŽĨĂ ‘ŐŽŽĚ
ĚĞŶƚŝƐƚ ?ĂƐǁĞůůĂƐĚĞƐĐƌŝƉƚŝŽŶƐŽĨŚŽǁĚĞŶƚŝƐƚƌǇŚĂƐŝŵƉƌŽǀĞĚŽǀĞƌƚŝŵĞ ?ƚƚŝŶŐĞƌ ?Ɛ59 perspective has 
never been subject to sustained investigation, perhaps the time has come to do so?  
The idea of the good dentist has been thematised by many authors. Thorogood 60 discussed the good 
dentist as someone who patients know and trust. We would argue that the idea of the good dentist is 
not simply about personalised knowledge, rather it is better understood as an ideal, with a range of 
properties corresponding to general expectations about the good dentist. In our data, dentists who 
ƚƌĞĂƚĞĚƉĞŽƉůĞĂƐŝŶĚŝǀŝĚƵĂůƐǁĞƌĞŽĨƚĞŶŚŝŐŚůǇǀĂůƵĞĚĂƐ ‘ŐŽŽĚĚĞŶƚŝƐƚƐ ? ?dŚŝƐƐƵŐŐĞƐƚƐƚŚĂƚƚŚĞŝĚĞĂů
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type of the good dentist relates to broader social changes such as the rise of individualism. Such ideas 
are therefore subject to historical revision. 
The theory introduced here suggests how the body might be retrieved as a subject for dental research, 
ƵƐŝŶŐƚŚĞĐŽŶĐĞƉƚŽĨ ‘ĚĞŶƚĂůǁŽƌŬ ? ?tĞŚĂǀĞƉƌĞƐĞŶƚĞĚŚŽǁĚĞŶƚĂůǁŽƌŬŝƐƵŶĚĞƌƐƚŽŽĚƚŚƌŽƵŐŚ the 
experience of that work and how it performs in everyday life. This involves perceiving the 'lived body' 
and mouth in an ongoing practical engagement with the world, attesting to the importance of 
phenomenology for understanding oral care 61,62. The data show that older people engage with the 
world in a kind of pre-reflective harmony, interacting with the world without thinking. When our 
participants experienced oral disease and dental work, the mouth and therefore the body, would lose 
this pre-reflective harmony. Dental work is therefore understood in the way that it interferes with 
ongoing lived experience. Its success or failure is evaluated on the degree to which it returns patients 
back to their pre-reflective state 63.  
This might explain why older people appear to have adapted relatively well to their changing oral 
health over their life time 64. They might show relatively high levels of subjective wellbeing, despite all 
the failings of their dentition, because they are constantly adapting through their participation in oral 
care as a life course project. Participation in this project prepares them for older age not just because 
they are resilient 64. Their expectations, values and practices adapt fluidly over time as the socially 
vested project itself changes and prepares them for old age. The suggestion is that dental researchers 
have been right to measure oral health outcomes in terms of dental treatment experience (DMFT) and 
impact (Oral Health Related Quality of Life). What remains to be explored is how the expectations and 
experience of oral care change through the life course and how this affects outcomes 65. 
This paper provides a novel interpretation of oral health over the life course we should recognise that 
these data are not representative of the whole UK population and be cautious in generalising them to 
other settings and groups. This is particularly relevant where the sample was restricted to participants 
who were White British. Indeed, the experiences of other cultural groups, especially migrants who do 
not share the same history of widespread edentulousness may contrast sharply.  It might also be 
argued that this project is only relevant to older people because we asked the question and they had 
to respond. Another potential limitation of this study relates to recruitment issues. The sample was 
predominantly composed of female participants with a university education who worked in 
managerial or professional roles, and, as a result, the voices of less educated men of lower socio-
economic status were not comprehensively included, along with non-white participants. Participants 
were recruited from Sheffield and Edinburgh (UK) based on the assumption that these two cities 
would give us a wide range of views on oral health and healthcare. Although these limitations hold 
true we would add that the resulting theory can in fact be modified in the light of new data, in keeping 
with grounded theory methodologies. 
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